Objective. To assess the impact of Enroll America's field outreach activities on the number of individuals enrolled in Marketplace coverage during the first open enrollment period. Data Sources/Study Setting. Marketplace enrollment for the initial open enrollment period linked with data on Enroll America's field activities and baseline local-area demographic, economic, and health services characteristics. Study Design. We used a quasi-experimental design, comparing Marketplace enrollment during the first open enrollment period in local areas drawn from Enroll America field states to a comparison group of local areas drawn from states that were not served by Enroll America's field effort, but that otherwise match up well with Enroll America states. Principal Findings. We find evidence of a large, positive effect of Enroll America's field outreach on Marketplace enrollment in non-Medicaid expansion states. Across model specifications, the Enroll America effects on Marketplace enrollment ranged between 10 and 15 percent, with most estimates statistically significant at the 5 percent level. Conclusions. Enroll America played an important role in the success of individual states' efforts to boost Marketplace enrollment. Enroll American's evidence-driven, grassroots approach could serve as a model for others interested in conducting similar outreach campaigns for Affordable Care Act-related coverage.
cover a portion of the cost of Marketplace plans. These changes provided an opportunity for states to significantly increase affordable health insurance coverage for their residents. It was estimated that roughly 28 million Americans were eligible to purchase coverage in the Marketplaces during the first open enrollment period (October 1, 2013 , through March 31, 2014 , and an estimated 17 million Americans who were previously uninsured or bought insurance on their own qualified for premium tax credits in 2014 (Kaiser Family Foundation 2013a) .
The tasks of identifying, educating, and enrolling eligible individuals in health care coverage during the first open enrollment period presented enormous challenges for most states. Before the launch of the Marketplaces, many Americans were confused about the new coverage opportunities, the availability of tax credits to help them buy the available coverage, and the enrollment process (Collins, Rasmussen, and Garber 2013; Kaiser Family Foundation 2013b) . Adding to these challenges was the makeup of the newly eligible population, which was expected to be more racially diverse and less educated than the insured population, and more than twice as likely to speak a primary language other than English (PricewaterhouseCoopers 2012) . In a number of states, political support for the expansion has been lacking, and this has limited and even hampered staff of health plans in their efforts to distribute information about the coverage and facilitate enrollment among those eligible for it (Keith, Lucia, and Monahan 2013; Giovannelli, Lucia, and Dash 2014; Shin et al. 2014) .
Anticipating many of these challenges, Enroll America was founded in 2011 on the belief that an organization could champion the cause of boosting enrollment by supporting and supplementing ongoing efforts to facilitate enrollment in the coverage made available under the ACA. Enroll America is the only national organization focused solely on maximizing the number of uninsured Americans who enroll in health coverage. It pursues this goal primarily through its Get Covered America campaign, a grassroots-focused outreach effort designed to inform Americans about coverage opportunities, motivate them to seek coverage, and connect them with tools and agencies to facilitate their enrollment.
During the first open enrollment period, approximately 8 million consumers obtained coverage through the Marketplaces, and many more enrolled in Medicaid (Department of Health and Human Services 2014a; Centers for Medicare and Medicaid Services and Department of Health and Human Services 2014) . First-year enrollment in Marketplace coverage contributed to a historic decline in the number of uninsured Americans (Sommers et al. 2014) . According to data released by the National Center for Health Statistics (NCHS) for January-September 2014, the percentage of uninsured adults aged 18-64 decreased from 20.4 percent in 2013 to 16.7 percent in the first 6 months of 2014 (Martinez and Cohen 2015) .
However, decreases in the number of uninsured individuals at the state level were far from uniform. For example, the National Health Interview Survey reported that the percentage of uninsured adults in Ohio dropped from 13.4 percent in 2013 to 8.9 percent in 2014, whereas in neighboring Indiana the decline was <1 percentage points, from 14.6 to 13.8 percent (NHIS 2015) . This variability underscores the importance of state-level decision making in response to the ACA, including the choice of a federal or state-based exchange and the level of support and investment in consumer information and outreach (Sommers et al. 2015) . The presence of outside groups like Enroll America may also have played an important role in the success of individual states' efforts to boost Marketplace enrollment by helping coordinate and conduct consumer outreach in a number of FFM states (Wishner, Spencer, and Wengle 2014) .
In this study, we estimate the impact of Enroll America's first-year outreach activities on the number of individuals enrolled in Marketplace coverage. The approach used follows a quasi-experimental design, in which we measure enrollment in a comparison group drawn from states that are not served by Enroll America's field effort, but otherwise match up well overall with those served by Enroll America. To our knowledge, this study offers the first causal estimates of specific outreach activities conducted in an effort to boost Marketplace enrollment. To date, little is known about the effectiveness of outreach strategies on health insurance enrollment, particularly among the population targeted by the ACA coverage expansions. 1 Enroll America's outreach efforts have the potential to play an important role in the success of individual states' efforts to boost Marketplace enrollment. Their approach to large-scale outreach differs importantly from the practices employed in traditional health-benefits outreach by communitybased organizations or government-funded agencies. Most notably, its outreach campaign adopted modern campaign-style tactics that draw heavily on real-time data and analytics to inform the activities of field organizers and volunteers and drive decisions about operational investments. This reliance on data and analytics, if proven successful, may serve as a model for states or outside groups interested in conducting similar outreach campaigns for ACArelated coverage or other benefit programs. Empirical research that sheds light on whether and how outreach efforts to identify and enroll individuals eligible for this new coverage option can help inform future coverage-related investments and efforts.
BACKGROUND ON ENROLL AMERICA'S FIELD OUTREACH PROGRAM
In 2013, Enroll America hired paid staff in 11 states-Arizona, Florida, Georgia, Illinois, Michigan, New Jersey, North Carolina, Ohio, Pennsylvania, Tennessee, and Texas-to launch its field outreach program. Within these 11 states, Enroll America took a largely regional approach to structuring its outreach effort; field staff were located in and primarily targeted urban areas where the majority of uninsured individuals were. These areas were assigned to regional organizing leads, who in turn managed organizers and deputy organizers in their region. The organizers were responsible for engaging volunteers, organizing events, and working with partners in their assigned area.
Enroll America's field outreach approach focuses on speaking directly to individuals-by phone, or in person at home, at community events, or at other places they frequent. To facilitate these conversations, Enroll America collected contact information on commit cards, which were used to collect consumers' contact information and gauge their interest in learning about enrollment opportunities or volunteering for Enroll America. All of the commit card data were entered into the Get Covered America database. Staff and volunteers, using telephone banks, would then follow up with consumers many times through a "chase" program to remind them of deadlines, answer their questions, and through the use of scripts by Enroll America, help connect them to enrollment assistance.
In tandem with the grassroots outreach campaign, Enroll America conducted a sophisticated digital outreach campaign. Enroll America used various online media strategies to direct consumers to its website. Consumers were encouraged to submit their contact information on the website, particularly their email addresses, which allowed Enroll America to engage them online with emails containing targeted messaging and information about upcoming enrollment events.
In all field states, Enroll America made a concerted effort to collaborate closely with groups directly assisting consumers in enrolling in the Marketplace-the Navigators and Certified Application Counselors-to support the assisters' efforts. For example, Enroll America used its Get Covered data and digital strategies to direct uninsured people to locations with assisters, either to one-time enrollment events or to meet with assisters who offered help on a regular schedule. For enrollment events, Enroll America partnered with application assisters to help enroll individuals and with community partners with space to hold events. Enroll America staff and volunteers advertised the events to consumers, typically by calling people they had collected contact information for, and encouraging them to attend an event.
Although these activities were only a part of Enroll America's overall strategy, together these activities formed the primary means by which Enroll America staff communicated with individual consumers to connect them to coverage opportunities. (2009) (2010) (2011) (2012) (2013) , available at the zip-code tabulation areas (ZCTA) level, provides information on several local demographic and economic characteristics that we used in the matching procedure and as controls. The AHRF provided measures of the number of active primary care providers and population density. Lastly, we added the price of Marketplace plans (as measured by the premium for the silver plan with the second lowest price [for a 21-year-old]) for 2014 in each Marketplace geographic rating area (ASPE 2013). 
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Treatment and Comparison States
The main threat to the validity of the empirical approach is that, even after matching on a comprehensive set of local characteristics, the two groups may remain disparate in a way that impacts enrollment. For example, if there are more (or fewer) restrictions placed on outreach and application assistance in non-Enroll America states, our comparison will overstate (or understate) the effect of Enroll America. This selection bias is a major concern given statelevel differences in approaches to ACA-related coverage and socioeconomic differences across states related to enrollment. Table 2 provides a description of the treatment and potential control states along several key policy and socioeconomic characteristics. To account for state-level differences that exist between those states where Enroll America operated a field program and those where it did not, we would ideally start by formally matching the 11 Enroll America states to nonEnroll America states. However, given the small number of states from which to draw observations and the lack of overlap between the two groups on statelevel factors, we are unable to conduct a formal state-level matching process. Instead, we constructed three overlapping samples from which to match and conduct estimation. To the extent results are robust to sample definitions, we have more confidence that estimates are not primarily picking up unmeasured difference between the two groups of states that are unrelated to Enroll America but affect Marketplace enrollment. The three samples are as follows: 
Impact of Enroll America on Marketplace Coverage
Treatment Group
The treatment group was composed of ZCTAs drawn from the Enroll America field states. Treatment ZCTAs were further limited to those areas where Enroll America had an active field presence, or its "primary turf," during the period January 2014-April 2014, when Enroll America was most active. These are the zip codes identified by Enroll America's data and analytics as the main target areas for the field campaign and subsequently assigned to a specific organizer. 3 The same list of zip codes corresponds to the focus of Enroll America's digital advertising campaign. Although consumers in other zip codes in the state may have been exposed to Enroll America's efforts, the dosage was highest in these primary turf areas.
Comparison Group
The comparison group consists of matched ZCTAs drawn from non-Enroll America states. We used propensity scores to select comparison ZCTAs that were similar during the pre-open enrollment period to the treatment ZCTAs in local factors that can influence enrollment. The propensity score for a given ZCTA is the predicted probability, based on all matching variables, that the ZCTA is part of the treatment group (Stuart 2010) . The score collapses information from all of the matching variables into a single number for each ZCTA that we used to assess how similar ZCTAs are to one another. For each treatment ZCTA, we selected the potential ZCTA with the closest absolute propensity score to serve as its counterfactual. To minimize the potential for bias in our estimates, the matching process is conducted with replacement, so potential comparison group ZCTAs can form the counterfactual for more than one treatment ZCTA. Table 3 shows that the comparison group matching procedure yielded wellbalanced samples on most of the key local-area characteristics. In all three samples, the resulting comparison groups are quite similar in the size of its Marketplace-eligible population, total population, and percentage of its population in poverty, unemployed, uninsured, or with employer-sponsored coverage. There are differences between the treatment group and matched comparison group on a few local characteristics-notably, the percent of the population that is not a U.S. citizen; in the full FFM sample, population density; and in the non-Medicaid expansion sample, percent Hispanic. Although our matching approach achieved balance on key local-area characteristics, as discussed previously we were unable to include state-level factors in the matching procedure because of lack of overlap between the two groups. To explore how well our treatment and matched comparison groups balance on state-level factors, we show group means for four characteristics that might be important to Marketplace enrollment-the state uninsured rate, federal consumer assistance funding, presence of laws or regulations that restrict (in ways that exceed the federal regulatory framework) the work of persons providing consumer assistance, and state participation in anti-ACA lawsuits. In all three samples, we observe sizeable differences across some of the state-level factors. Although we enjoy a well-balanced sample on localarea factors, selection bias in our estimates due to state-level factors remains an overriding concern for this study.
Matching Results
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During the matching process, we dropped potential treatment ZCTAs if they were outside the range of common support. For the trimmed non-Medicaid sample, these exclusion criteria removed only 26 ZCTAs (<3 percent of the total). However, for the full FFM and non-Medicaid expansion samples this led to considerable attrition of the treatment sample. We excluded 249 observations from the non-Medicaid sample (15 percent) and 580 observations from the full sample (22 percent). The majority of the excluded ZCTAs were from Florida, Illinois, New Jersey, and Texas.
A limitation of this matching approach is that comparison ZCTAs can be selected multiple times. In the extreme, a handful of unique comparison units could compose the comparison group for many unique treatment units. In the two non-Medicaid expansion samples, the vast majority of the comparison sample was composed of ZCTAs selected five or fewer times. For the full sample, there were several ZCTAs that served as the matched comparison member for over 25 treatment ZCTAs, highlighting again the difficulty matching ZCTAs across the two groups of Medicaid expansion states.
Model for Estimating Impacts
Using our matched treatment and comparison sample, we estimated the impact of Enroll America on Marketplace enrollment through the following regression model:
where the model's variables are as follows: Because our outcome measure is a count, we use negative binomial count data models to reflect appropriately the distribution of enrollment and account for overdispersion. Robust standard errors are clustered at the state level. We also conducted two additional secondary tests to help corroborate the findings from the primary analyses. This is important because some of the differences observed between the treatment and comparison groups in the primary results could reflect limitations of the nonexperimental impact evaluation design. As noted, the impact design on which these models are based assumes that any observed difference in Marketplace enrollment across the two groups of ZCTAs is due to the activities of Enroll America rather than unobserved differences across the two sets of states from which these samples were drawn. We have greater confidence in the primary results if they are generally consistent with the expected broader pattern of results from the secondary tests.
First, we incorporated a placebo group, which looks for evidence of an Enroll America effect in geographic areas where Enroll America had not conducted meaningful consumer outreach. The placebo group was composed of urban ZCTAs in Enroll America states that were not assigned to a specific Enroll America organizer (expansion turf) and where there were few outreach-related activities conducted by Enroll America. We matched these expansion ZCTAs drawn from the seven non-Medicaid expansion Enroll America states to a comparison group of ZCTAs drawn from non-Enroll America states. We combined the matched placebo sample with our main sample and re-estimated our primary models, allowing for differential effects between primary ZCTAs and the expansion ZCTAs. The inclusion of the expansion ZCTAs allowed us to difference out potential state-level differences not related to Enroll America's efforts that could lead to upwardly biased estimates in our main specifications. Although we might expect to some impact of Enroll America on Marketplace enrollment in these ZCTAs due to one-time events, spillover from activities in the primary areas, and Enroll America's broader outreach to state-level partners and media, any impact should be relatively small in magnitude.
Second, we conducted a within-state analysis, leveraging variation in the intensity of Enroll America's outreach efforts across its primary turf areas. For this second approach, we used information that Enroll America provided on its outreach efforts and assessed whether the ZCTAs where Enroll America conducted the most outreach were also those where Marketplace enrollment was highest. To do so, we limited the sample to ZCTAs in Enroll America states and grouped ZCTAs by the count of successful chase calls during the first enrollment period. We then re-estimated Equation (1), replacing the Enroll America predictor variable with quartile indicators, defined by the amount of outreach conducted. Given how important these activities were to Enroll America's primary goal of directing as many consumers as possible toward enrollment, we would expect a positive relationship between the number of these activities and Marketplace enrollment. Although these findings are also subject to potential selection bias-Enroll America's selection of particular ZCTAs for outreach activities was not random and may be associated with other non-Enroll America factors that are driving the differences shown -the within-state design permits the use of state fixed effects to account for state-level differences that could influence enrollment. Table 4 presents the impact results for the three treatment and comparison samples. Column 1 displays results from the preferred sample, the non-Medicaid expansion states; column 2 presents results from the full FFM sample; and column 3 shows the trimmed non-Medicaid expansion sample.
RESULTS
Impact Findings
We find evidence of a large, positive effect of Enroll America's field outreach on Marketplace enrollment in non-Medicaid expansion states. In the non-Medicaid expansion sample (column 1), the percentage change in total enrollment attributable to Enroll America is 15.1 percent and statistically significant (p < .05). We find similar evidence of a large, statistically significant impact of Enroll America in the trimmed non-Medicaid expansion sample (column 3). In the full sample (column 2), the coefficient is similar to that of the non-Medicaid expansion samples (range is 17.4-15.3 percent); however, the standard error is large, thus offering no statistical confidence that the estimated impact is different from zero in the full sample.
Point estimates on the control variables from the different samples and models are in the expected direction. For example, with the full sample model, we find that a 1-percentage-point increase in the uninsured rate raises Marketplace enrollment by roughly 2.4 percent. The coefficient on size of the Marketplace-eligible population is positive and statistically significant. The coefficient on poverty rate is negative and significant, as is the coefficient on median income, with high income ZCTAs having lower Marketplace enrollment. Both of these findings are consistent with eligibility for Marketplace tax credits (results available upon request). 
Placebo Group
The primary results indicate a positive impact of Enroll America on Marketplace enrollment. To examine whether this finding could be the result of statelevel differences between the two groups of states, we re-estimated impacts including a placebo group of ZCTAs where Enroll America had not conducted a meaningful amount of consumer outreach during the enrollment period. The inclusion of the placebo group did attenuate the magnitude of the estimated impact of Enroll America; however, the point estimate remains large (10.5 percent) and statistically significant at p < .05 (Table 5 ). These findings suggest that the estimates from the main specification are not primarily being driven by non-Enroll America differences across the states related to enrollment.
Within-Enroll America State Analysis
When we limit our sample to Enroll America states and estimated separate impacts across ZCTAs grouped by the level of Enroll America outreach activity, we observe greater Marketplace enrollment as the amount of outreach increased. The quartile results suggest a strong positive dose-response relationship between the number of successful chase calls and Marketplace enrollment-with steady increases in predicted Marketplace enrollment as the amount of outreach conducted by Enroll America increased (Figure 1 ).
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Because of our concerns that these estimates reflect differences across ZCTAs (Barnes 2012) . Enroll America was founded on the belief that an organization could champion the cause of boosting enrollment by supporting and supplementing ongoing efforts to facilitate enrollment in the coverage made available under the ACA. With its sole focus on boosting enrollment in health coverage and an efficient, evidence-based outreach strategy more commonly associated with the private sector, Enroll America has the potential to play an important role in identifying newly eligible individuals and helping with their enrollment in ACA-related coverage options. Using a quasi-experimental design, we estimated the impact of Enroll America's field outreach efforts on Marketplace enrollment. Findings from the impact analysis are consistent with a large, statistically significant effect of Enroll America on Marketplace enrollment in several states utilizing the FFM. Two secondary tests largely support this finding: the inclusion of a placebo group where we account for impacts in ZCTAs where outreach activities by Enroll America were conducted on a more limited basis, and a within-state analysis that exploited the varied intensity of Enroll America outreach across target areas. Taken together, the results here provide some verification that Enroll America's national education and outreach campaign was effective at boosting Marketplace enrollment during the first open enrollment period, although the magnitude of the effects we observe is almost certain to be biased to some degree by state-level unobserved heterogeneity.
The findings from this study reveal two important implications for health policy and ACA-related outreach efforts moving forward. First, to maximize enrollment in ACA-related coverage, focused outreach efforts such as those implemented by Enroll America are needed, at least in states that operate an FFM. Interviews conducted as part of an evaluation of Enroll America highlighted its role in coordinating disparate outreach-related activities and expanding local nonprofit capacity by sharing resources and knowledge (Hoag, Orzol, and Orfield 2014) . Our finding of a positive impact would suggest that Enroll America was filling an important need that was not satisfied in FFM states where Enroll America did not have field staff. There is little evidence that Enroll America's efforts crowded out outreach that would otherwise be done by other organizations. These contributions may be critically important in a number of states where funding for outreach and enrollment is relatively limited and where states have taken a "hands-off" approach to coordinating enrollment efforts to Marketplace coverage.
Second, Enroll America's field outreach strategy is a potential model for conducting effective outreach on behalf of a broad spectrum of program types, particularly those that require an individual to make choices between benefits that differ in type and cost to the consumer. Enroll America staff realized early on that choosing to enroll in health coverage was a complex and personal decision for many individuals. Collecting contact information and structuring an outreach campaign based on reminders and updates and analyzing those data to target future work have not been tried in past outreach campaigns. The collection and sharing of contact data and training interested parties in how to use this style of outreach is a potential best practice for states and other outside organizations interested in coordinating outreach efforts that have multiple stakeholders.
There are several limitations to our study. The first and most important is the risk of selection bias in our impact estimates, which is a common threat to many quasi-experimental designs. Although we enjoy a well-balanced sample on local-area factors, selection bias in our estimates due to state-level factors remains an overriding concern for this study. Enroll America selected states in which to place staffed operations and, within these states, Enroll America targeted its staffing and consumer-facing outreach to specific geographic areas. These decisions about where to focus efforts were not made randomly but were the result of efforts to maximize the effect on enrollment. This nonrandom selection of target states could lead to upwardly biased results.
Second, there are several important issues with the data in this study. Most relevant was the suppression of qualified health plan counts for zip codes where the number of Marketplace enrollees was fewer than 50 (Department of Health and Human Services 2014b). Although the suppressed zip codes only represent about 4 percent of plan selections, this suppression happened in about 60 percent of zip codes. Given the need to convert the zip-code-level Marketplace data to ZCTA-level data, this suppression led to an underestimation in ZCTA-level enrollment and the exclusion of ZCTAs for which we had no valid zip-code enrollment data.
Third, Enroll America's potential reach includes populations outside the realm of this study. Our study focused only on Marketplace enrollment; any impact of Enroll America on other insurance coverage take-up (such as Medicaid coverage) is outside the scope of this study. 
